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Agenda

• IHCP resources for Institutional billers

• Submitting third-party liability (TPL) secondary claims

• Submitting Medicare or Medicare Replacement Plan secondary claims

• Submitting TPL updates via the Portal

• More reminders

• Helpful tools

• Questions
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IHCP Resources for Institutional 

Billers
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Resources

https://www.in.gov/medicaid/providers/index.html is your 
#1 venue for education and information. 
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Provider References



6

Examples of Commonly

Accessed Modules
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Table of Contents –

Inpatient Hospital Services
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Code Sets

Revenue Codes and Linkages 
Access Code Sets from 

https://www.in.gov/medicaid/providers/index.html

Business Transactions>Billing and Reimbursement>Code 

Sets>Launch Provider Code Table>Accept IHCP Provider Code 

Tables Agreement
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Outpatient Fee Schedule

Access Fee Schedule from 
https://www.in.gov/medicaid/providers/index.html

Business Transactions>Billing and Reimbursement>IHCP Fee 
Schedules>View Outpatient Fee Schedule>Accept IHCP Fee Schedule 
Agreement>Go to Outpatient Fee Schedule

Provides information 

on revenue codes 

linkages
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Did You Know This Information

Is Available?
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Submitting Third-Party Liability 

(TPL)

Secondary Claims
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New in 2020! 

Primary EOB Not Required
BR202004

NO explanation of benefits (EOB) needed when:

• Providers include adjustment reason codes (ARCs) when submitting claims to 

the IHCP as proof if the primary insurer does not make a payment:
– Primary insurer denied the claim

– Paid zero (for example, the full amount was applied to a deductible or 
copayment)

– If no ARC is available, the EOB must be submitted to avoid denial

ARC NOT needed when:

• The primary insurance COVERS the service and 

has PAID on the claim

• Actual dollars were received

Use this banner page information in conjunction with the ARCs available in the Third-
Party Liability module online at in.gov/medicaid/providers 
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Adjustment Reason Codes

Use adjustment reason codes (ARCs) to 

report the valid claim denial or nonpayment 

reason on the IHCP claim, as follows:

• In the Claim Adjustment Details panel 

for the other insurance entered in a 

claim on the Portal

• On the Claim Level Adjustment and 

Detail Level segments of an 837 

transaction
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TPL Billing on the Portal
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Video Walkthrough
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Other Insurance 

TPL Header

• If the primary insurance is listed, click on the line-item number to open the window.

• If the primary insurance listed is not relevant to your claim, Remove the line item.

• If primary insurance is not listed, click + (plus) to add a new other insurance.
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Other Insurance 

TPL Header

• Complete the required fields (*), and the TPL/Medicare Paid 

Amount field.

• Click Add.
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Other Insurance 

TPL Header

After you save and see the information in the 

Other Insurance Details window, click Continue.
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Other Insurance 

TPL Detail

• Click on the Service Details line and complete the required fields.

• Click Add.

• The Service Details line will collapse.
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Other Insurance 

TPL Detail

Click the 1 for the service details to open the 
Other Insurance Details window.
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Other Insurance 

TPL Detail

• Use the drop-down menu to choose the insurance that was 

added at the header level. Add the payment received for that 

detail line and date of the primary EOB.

• Click Add and Save to collapse the service detail line.
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Other Insurance  

TPL Additional Details 

Repeat these steps for EACH detail line to 

report the payment for each detail individually
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Submitting Medicare or 

Medicare Replacement Plan 

Secondary Claims
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EOB not needed:

• The Medicare or Medicare Replacement Plan 

covers the service:

– Actual dollars were received

– Zero-paid claim

• Entire amount applied to deductible, 

coinsurance, or copayment 

• Partial amount was applied to deductible, 

coinsurance, or copay 

• Providers include ARCs when submitting claims to 
the IHCP as proof if the primary insurer does not 
make a payment: 

– Primary insurer denied the claim

– Paid zero (for example, the full amount was applied 
to a deductible or copayment)

– If no ARC is available, the EOB must be submitted 
to avoid denial

When is the Medicare or 

Medicare Replacement Plan EOB required?
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Video Walkthrough
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Medicare or Medicare Replacement 

Plan Header

Traditional Medicare A – MA 

Traditional Medicare B - MB

Medicare Replacement Plan - 16

Complete all required fields (*), and the TPL/Medicare 

Paid Amount field. 

Click Add.  
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Medicare or Medicare Replacement 

Plan Header

• After you save, the system will return to the Other Insurance Details panel.  

• Click on the insurance line number again to add the coinsurance and 

deductible information in the Claim Adjustment Details window. 
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Medicare or Medicare Replacement 

Plan Header

• The Adjustment Amount is the patient responsibility amount.

• Click Add after all information has been entered.

• When the Claim Adjustment Details panel is completed, click Save and then Continue. 

Reason Codes:

1 Deductible

2 Coinsurance

3 Copayment
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Medicare or Medicare Replacement 

Plan Detail

• Click on the Service Detail line and complete the require field. 

• Click Add.

• Service Detail line will collapse.
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Medicare or Medicare Replacement Plan 

Crossover Claim Detail

Click the 1 for the service details to open 
the Other Insurance Details window.
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Medicare or Medicare Replacement 

Plan Other Insurance Detail

• Use the drop-down menu to choose the insurance that was 

added at the header level. Add the payment received for that 

detail line and date of the primary EOB.

• Click Add and Save to collapse the service detail line.
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Medicare or Medicare Replacement Plan

Claim Adjustment Details

• Click 1 to open Claims 

Adjustment Details.

• Use the drop-down menu 

to choose PR – Patient 

Responsibility.

• Choose the appropriate 

reason code.

• Enter amount of 

deduct/coins/copay.

• Click Add, then Save.

Reason codes:

1 = Deductible

2 = Coinsurance

3 = Copayment amount
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Medicare or Medicare Replacement 

Plan  Additional Details

Repeat these steps for EACH detail line to 

report the payment for each detail individually
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Claim Note and Attachments

• Search for the file from the documents saved on the computer.Attachment size limit is 5 MB total

Document types allowed: PDF, BMP, GIF, JPG/JPEG, PNG, and TIFF/TIF 
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Click Submit

Click Submit!
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Confirm

• Review claim

• Click Confirm
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Claim Status and Claim ID

Attachment and/or Claim Note may cause the claim 

status to be pending/in process.
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Submitting Third-Party Liability 

Updates via the Portal
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Other Insurance 

TPL Updates

Delegates must have the function granted to them by their site 
administrator
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Other Insurance (TPL) Updates

Create New Message

• Responses to previous inquiries are listed
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Other Insurance (TPL) Updates

Create Message
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Other Insurance (TPL) Updates

Attachments

• Add any required attachments to support the request.

• Click Send.
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More Reminders
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DRG Grouper and 

Hospital Assessment Fee Adjustment

• IHCP Bulletins (HAF) BT202079 and DRG BT2020102 (updated previous 
bulletin information)

• Effective for inpatient discharge date on or after August 1, 2020

• Base rates and adjustment factors are as follows:

• New DRG base rate is $3,523.75 for acute care hospitals

• New DRG base rate of eligibility children’s hospitals is $4,228.50

• Inpatient DRG base rate adjustment factor is 3.2 (previously 2.7)

• Inpatient rehabilitation level-of-care (LOC) rate adjustment factor is 2.6 (no 
change).

• Inpatient psychiatric LOC rate adjustment factor is 2.2 (no change)

• Inpatient burn LOC rate adjustment factor is 1.0 (no change)

• Outpatient rate adjustment factor is 3.5 (previously 2.9), excluding 
laboratory services, drugs, and durable medical equipment (DME)

HAF adjustment factors apply within the fee-for-service (FFS) and managed 

care delivery systems, including reimbursement under the Healthy Indiana 

Plan (HIP), Hoosier Care Connect, and Hoosier Healthwise programs.
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Treatment Rooms

Does fee-for-service (FFS) Medicaid pay more than one treatment room?

• See IHCP Banner Page BR201934 – Effective September 25, 2019

• In short, no more than one revenue code in the same family
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Treatment Rooms

Do I need a Healthcare Common Procedure Coding System 

(HCPCS) code with my Treatment Room?

• Go to the Outpatient Fee Schedule online

• Select the Revenue Code tab

• Details of billing requirements and type of revenue code are 

found under the Billing Limitations column
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Timely Filing Reminder!

REMEMBER
• Timely filing is 180 days from the “from” date of service

• Claim corrections should be done via the Portal, however:

– Do NOT adjust claims on the Portal if the “from” date of 

service is more than 180 days from the current date

• If there is proof of timely filing following the guidelines and 

exceptions listed in the Claim Submission and Processing 

module online, that proof MUST be attached to the claim 

AND a note stating “waive timely filing, see attached” must 

be entered on the claim as well

– All dates on documentation being used to prove the timely 

filing must be circled and noted “waive timely filing”

!!
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Helpful Tools
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Helpful Tools

Provider Relations 
Consultants
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Helpful Tools

IHCP website at in.gov/medicaid/providers:

• IHCP Provider Reference Modules

• Contact Us – Provider Relations Field Consultants

Customer Assistance available:

• Monday – Friday, 8 a.m. – 6 p.m. Eastern Time

• 1-800-457-4584

Secure Correspondence:

• Via the Provider Healthcare Portal 

– (After logging in to the Portal, click the Secure            

Correspondence link to submit a request)
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Questions


